Abstract: This case report describes imaging in a patient with a complete occlusion of left common carotid artery after automobile accident. There were associated findings of collaterals that supply the pattern distal ipsilateral arteries. There were found no sign of stroke. The girl was suffering problems of loose of hearing from right ear and partial facial nerve paralyzes. No specific treatment was applied to this patient except the continuing follow -up.
Introduction
Our case describes a patient with a complete occlusion of left CCA with pattern ICA and ECA and with no sign of stroke. There were associated collateral vessel that secure the blood flow in ICA and ECA
Case Report
A 24 year-old female presented with a history of two previous right ear surgeries and right facial nerve palsy. The patient was presented at sonography cabinet for her routine pre -op examinations before her third surgery in the right ear because of several episodes of ear infections. The girl has had a car accident three years ago in which she was beaten by the car in her left side and she collided the left side of her head on the pavement. From that moment she was suffering two previous ear surgeries. From that moment she was suffering even from the right facial partial paralyze.
The neck ultrasound revealed normal findings at the right side structures. On the left side was indentified total obliteration of common carotid artery. No flow was identified in Doppler exam at the obliterated area. There was notice a very thick intimae media. There was not noticed any atherosclerotic plaques. The occlusion ended just before the bifurcation. 
Discussion and Review
The clinical presentation of CCA occlusion ranges from asymptomatic to severe cerebrovascular events. The actual incidence of CCA occlusion is not known. Most of the asymptomatic cases are diagnosed accidentally, CCA occlusion can be classified based on the patency of the distal vessels.
In Type I occlusion, there is a complete occlusion of both the CCA and the ICA. In Type II occlusion, the distal vessels are patent [1] . In Type I occlusion, ischemic events occur more frequently, suggesting a hemodynamic etiology. In Type II occlusion, the ICA is supplied by collateral blood flow via extra cranial branches through the retrograde external carotid artery. [2, 3, 4] .
Parthenis at al. [3] proposed the following detailed classifications: Type I: isolated CCA obstruction with patent distal vessels; Type Ia: flow direction from the ECA to ICA; Type Ib: flow direction from the ICA to ECA; Types II and III: isolated patency of the ECA and ICA; and Type IV: concomitant occlusion of both distal vessels. We did determine this case with patent distal vessels presenting with a flow direction from collaterals to ECA.
There is no data in the literature related to CCA hypoplasia as a predisposing factor for occlusion
In cases of CCA obstruction, perfusion of the ipsilateral cerebral hemisphere is provided through collateral circulation. The extra cranial collateral vessels fill the ECA in a retrograde manner and maintain the anterograde flow in the ICA. The extra cranial collateral flow originates from the ipsilateral subclavian artery via the costocervical or thyrocervical trunks and the vertebral artery and, to a lesser degree, from the contralateral ECA through the superior thyroid and lingual, facial, and occipital branches [4, 5, 6] . The flow is maintained intracranially through the circle of Willis via the anterior and posterior communicating arteries.
Arteriography remains the gold standard for accurately diagnosing carotid artery stenoocclusive disease. However, noninvasive duplex sonography, CT angiography, and MR angiography have partially replaced arteriography in daily diagnostication practice. The accuracy of duplex sonography should be much higher in the diagnosis of CCA obstruction compared to ICA occlusion due to accessibility of the CCA [3, 8, 9, 10] . Arteriography has several limitations in cases of completely occluded CCA because of inadequate concentrations of contrast medium, variable collateral circulation, minimal flow in the distal branches, and poor delayed images [11,12 ,] .
There are little data in the literature regarding the various treatment strategies for CCA obstruction. Successful revascularization is dependent on the state of the distal branches. [8] . As a result, establishing patency of the ICA and ECA is essential prior to an intervention. [13, 14, 15] . Several small series reported in the literature have shown excellent revascularization results in relieving the symptoms of cerebral ischemia.
At literature review was not notice any case of trauma with artery occlusion and no sign of stroke at least till the moment of examination. In this case the collateral system was developed in order to compensate the brain blood supply
Asymptomatic carotid occlusion has a benign prognosis and most of the times require no specific treatment other than lifestyle modification and risk factor intervention [11] .
Conclusion
The most frequent cause of CCA occlusion is atherosclerosis. Duplex sonography is an important noninvasive, reliable method for diagnosing CCA occlusion and establishing the patency of distal vessels. The outcome is improved in cases with patent distal vessels. In rare cases, spontaneous recanalisation is possible. Due to the low incidence of CCAO, treatment methods have not been standardized. In cases of patent distal vessels, surgical revascularization is possible, but the indications for surgery are debatable
